Introduction
Huntington's disease (HD) is an inherited neurodegenerative disease caused by an abnormally long cytosineadenine-guanine (CAG) sequence on the IT15 gene on the short arm of chromosome 4 [1] . The mutated CAG sequence leads to misfolding of the protein Huntingtin (htt), which is widely expressed in the brain and other tissues of the body. Huntington's disease is characterized by neuronal cell dysfunction and death, predominantly in the striatum. The disease is autosomal dominant with full penetrance, however age at disease onset is variable with around 50-70% of the variability positively related to the length of the abnormal CAG sequence [2] . The average age at disease onset is around 35-45 years and is confirmed by the presence of chorea, dystonia, bradykinesia, or rigidity in conjunction with a family history or positive gene test. Prodromal symptoms such as reduction in reaction and movement time, cognitive decline, and psychiatric distress are common [3] and may result in a reduction in participation in work, social, or leisure activities before observable disease onset.
The impairments associated with HD include a triad of motor, cognitive, and emotional disorders (see Table 15 .1). Involuntary and voluntary movement disorders including chorea, dystonia, incoordination, bradykinesia, disruption of sequential and rapidly alternating movements, postural instability, gait disorders, and slowed volitional eye movements may occur early in the disease; and rigidity, akinesia, hypokinesia (decrease in amplitude of movement), dysarthria, and dysphagia as the disease progresses. Cognitive decline, which often occurs early and is progressive, includes disorders of executive function, problem solving, attention, memory, verbal fluency, and comprehension [4] [5] [6] . Emotional changes characteristic of HD include depression, anxiety, irritability, and apathy. Irritability may present as perseverative thinking, which sometimes may result in anger when the person perceives their needs have not been met [7] . Apathy may in part be due to cognitive disorders associated with initiating, planning, sequencing, and completing a task [8] . Other symptoms associated with HD that may not be attributable to neural dysfunction include metabolic and endocrine disorders, weight loss, muscle wasting, and sleep disorders [9] .
Impairments of motor, cognitive, and emotional function adversely affect the person's ability to participate in family, social, and work activities. These impairments can be associated with difficulty maintaining employment, reduced social contact associated with communication and cognitive disorders, and cessation of sporting and recreational activities. As the disease progresses the person with HD may become more reliant on family for assistance with planning and completing a daily routine including personal and domestic activities of daily living.
Understanding the neuropathology associated with HD as a basis for developing therapeutic interventions
Huntington's disease is thought to occur due to the mutant protein Huntingtin. Huntingtin is expressed within the brain and in other tissues outside of the central nervous system such as skeletal muscle [10] . The normal function of Huntingtin is still not well understood, although it appears to be necessary for normal development because mice with targeted disruption of Huntingtin do not survive beyond day 7 to 8 of embryogenesis [11] . In HD, there is a reduction of volume of the caudate, putamen, and white matter before manifest disease onset and further reductions Table 15 .1 Summary of rehabilitation needs through the progression of Huntington's disease in brain volumes including the globus pallidus, thalamus, and hypothalamus as the disease progresses. Microscopic studies show neuronal loss particularly of the gamma aminobutyric acid (GABA) enriched medium spiny neurons that project to the globus pallidus and substantia nigra. Reduced GABA and encephalin input to the external globus pallidus may cause hyperactivity of the external globus pallidus and inhibition of the subthalamic nucleus. In turn the excitatory drive to the major output nuclei of the basal ganglia is reduced, which may contribute to the hyperkinetic movement disorders associated with the early stages of HD. As HD progresses, the frontal and temporal areas that are connected to the pathological striatal circuits may atrophy and account for the cognitive and emotional impairments associated with the disease. The emerging evidence around the neuropathological basis of the motor, cognitive, and emotional disorders associated with HD can be used as a basis to design treatments including effective rehabilitation strategies.
Rehabilitation for people with HD
To date there is no known treatment that can delay or alter the progression of HD. There has been a large research effort examining the pathophysiology of HD with the hope of finding neuroprotective agents that may prevent or delay the onset of manifest disease [9] . There have also been reports of surgical interventions to attempt to ameliorate the symptoms of HD with deep-brain stimulation [12] . Stem-cell transplantation to support repair of the medium spiny neurons in the striatum might be possible in the future [13] . Although the efficacy of these types of treatments is still not known, it is likely that people who undergo surgical interventions will require intensive rehabilitation, including task-specific training, to maximize the benefit of the treatment [14] . Preventative: maintain muscle length and joint range of motion to prevent pain and skin breakdown Compensatory approach: modified seating, hoist for transfers, modified wheelchair, modified diet, modified mattress and bedding Palliative approach: support for the process of dying, spiritual and emotional support; relaxation therapy; music therapy Education goals: care-giver education for safe transfers and mobility, swallowing, chest care, contracture prevention / management and pressure care.
Family: ongoing psychological and financial support. Assistance with care-giving at home or transition to residential or palliative care.
Disciplines involved in rehabilitation: as for mid-stages + residential care services, palliative care
Section 4 Rehabilitation of specific conditions
A recent review of the European database of HD, which includes over 17 000 cases, showed that 57.9% of people with HD were prescribed medications for symptom management [15] . Trial data show that some medications are effective in ameliorating selected impairments associated with HD such as chorea, dystonia, depression, anxiety, irritability, and mania [16] . However, a recent Cochrane review showed there is no evidence to support the use of currently available pharmacology to modify the disease process [17] .
Until there are significant advances that bring about the delay of disease onset or reduction in disease severity, the mainstay for the treatment of HD will continue to be a rehabilitation approach and, in the latter stages of the disease, care with a palliative focus. There has been very little attention in the scientific literature devoted to assessing the efficacy of rehabilitation therapies for people with HD [18, 19] and a framework for rehabilitation has not yet been established. Consequently, routine referral and participation in intensive rehabilitation programs is still not standard practice for people with HD [19] [20] [21] . It is possible that the triad of motor, cognition, and psychiatric impairments may lead some clinicians to believe that traditional approaches to rehabilitation, that require high levels of motivation and skill learning, may not be appropriate for people with HD [21] . However, there is emerging evidence that rehabilitation programs are effective in the short term for people with HD [21, 22] and greater research effort is required to determine the efficacy of specific therapies within a comprehensive rehabilitation program.
The goals of rehabilitation will vary between individuals and should be developed in consultation with the person with HD and if appropriate their family or caregivers. Possible goals of rehabilitation could include enhancing quality of life by facilitating independence in activities of daily living, and increasing or maintaining participation in work, social relationships, and leisure activities. Therapy goals could also be developed to reduce the risk of injury through falls and prevent secondary complications such as aspiration pneumonia, muscle contracture, pain, weight loss, and malnutrition. The effectiveness of rehabilitation for improving mood, and providing opportunity to form friendships and gain support from other people with HD and the rehabilitation team may also be important [22] . The onset and severity of the triad of impairments and consequent changes to activity and participation varies between individuals and changes across the disease duration.
Therefore, a rehabilitation model for people with HD needs to be flexible to accommodate these variations and also the coping capacity of individuals and their care-givers. Table 15 .1 illustrates how the needs of the individual and their family changes throughout disease progression and how the composition of the treating team, treatment goals, and therapeutic interventions m a ya l s oc h a n g et oc o n t i n u et om e e tt h en e e d so ft h e patient and their family [18, 23, 24] .
Family-centered rehabilitation for people with Huntington's disease
Rehabilitation of a person with HD may take a familycentered approach, which recognizes the critical role of the family in the care of the person with HD. This approach acknowledges that the family has an understanding of HD through their relationships with other family members diagnosed with the disease, and are therefore able to contribute to the rehabilitation plan, whilst respecting their needs, strengths, and ability to cope. A family-centered approach is important because of the substantial care provided by family members. For example, one study reported that carers provided an average of 6.9 hours care per day to dependents with HD [25] . This approach also recognizes that family members may provide care for an extended time, in some instances for the entire duration of the disease, which may be 15-20 years [25] . Many care-givers of people with HD report significant distress, anxiety, depression, and loss of independence associated with their care-giving role. This may be related to the high burden of care associated with caring for a person with impairments of memory, problem solving, initiative, depression, irritability, and apathy [20, 25, 26] . Dawson et al. [27] identified that both practical and psychological support may be required for the care-givers of people with HD. Practical support could be provided in the form of advice, provision of aids and equipment, and home modifications to maintain or improve the independence of the person with HD. Referrals could also be made to assist the family to access support within the home such as respite care, personal care, and home cleaning or maintenance. Psychological support may be offered to the family and person with HD throughout the disease duration. The rehabilitation team should have a good understanding of how a confirmed diagnosis of HD may affect the relationships within a family. For example, a person who has been diagnosed with HD may experience guilt or stress related to concern that they may have passed on the disease to their children. They may also be in the position where they were providing care for a family member with HD but may no longer be able to do so because of their own symptom onset. Knowledge of how the disease has affected parents, siblings, or other close relatives may also contribute to anxiety about the disease. Furthermore, the roles of individuals within the family and effective communication between family members may be altered, particularly by the cognitive, emotional, and communication deficits associated with the disease.
Composition of the rehabilitation team
The range and complexity of symptoms associated with HD requires that over the duration of the disease a large team may work with the person and their family to minimize the activity and participation restrictions in work, family, and social life. The composition and size of the team may vary depending upon the stage of the disease and the emergence of motor, cognitive, and emotional impairments (see Figure 15 .1). It is important that the patient's management does not become fragmented [28] , and for this reason it may be beneficial for rehabilitation to be coordinated using a case-management approach. The case-manager may be responsible for ensuring that well-timed referrals are made within the rehabilitation team so the person and their family receive accurate and timely information about HD across the disease continuum. Case-managers may also work to ensure that services to support the patient in their home and community are coordinated and align with the patient's current rehabilitation goals. In some instances it may be appropriate for the case-manager to act as an advocate for the patient and their family within the rehabilitation team [19, 27, 29 
Section 4 Rehabilitation of specific conditions
The challenge for rehabilitation teams is to ensure that all team members are knowledgeable about HD when the incidence of the disease and number of individuals referred to rehabilitation remains low. For example, a survey of 585 physical therapists showed that 15.5% had treated one patient with HD and only 6.2% had treated more than one person with the disease [30] . It is likely in the future, as has happened more recently for people with Parkinson's disease, that more people with HD will be referred to movement rehabilitation and at an earlier stage of the disease progression [19] . This may require additional workforce education to ensure that the best evidenced-based care is provided for people with HD.
Evidence related to effective models for rehabilitation
There is currently insufficient evidence to compare the efficacy of different models of rehabilitation, such as inpatient, outpatient, home-based, or longer-term maintenance programs. Zinzi et al. [21, 31, 32] reported that 3-week intensive blocks of planned inpatient rehabilitation conducted at a rehabilitation center in Italy were effective in improving function in the short term and maintaining function in people who continued to participate in the program for up to three times a year over 5 years [32] . They reported that the program included both individual and group therapy five and a half days a week for 8 hours a day. Rehabilitation included exercises to improve strength, aerobic fitness, flexibility, coordination, postural stability, and the efficiency of breathing and coughing. An adaptive approach was taken to improve functional tasks, including the practice of strategies to improve planning, concentration, memory, oral and written communication, and independence and safety in activities of daily living. The intensive program resulted in short-term improvements in function and mobility rated on the Physical Performance Test and the Tinneti Scale [21] , which was supported by the patient and care-giver perception of short-term improvements in domains such as balance, speed of movement, mood, apathy, and family and social relationships [31] . Although the efficacy of individual therapies within the intensive program cannot be determined, the patients and care-givers perceived the positive effects of the program to be related to an improved knowledge of HD and a greater sense of control in their disease management, opportunities to meet other people with HD, and the positive interactions with therapists [31] .
Evidence related to the efficacy of outpatient or home-based models of rehabilitation is derived from single or multiple case studies to date [23, 33] . There is some evidence to suggest that less-intensive community-based rehabilitation that includes interventions such as strengthening, coordination, and balance exercises may also be effective in the short term, but clearly more evidence is required to determine if improvements in function are maintained and which elements of the intervention are effective. Therapy that is individualized but conducted within a group setting such as balance retraining, gym-based strength and aerobic training, and communication or memory training groups may be more economical ways to provide ongoing rehabilitation. However, there is currently no evidence that evaluates this model of rehabilitation for people with HD.
Rehabilitation across the disease continuum

Prodromal phase
Many people who are gene positive for HD but have not yet been diagnosed with manifest disease onset report changes in activity including difficulties with driving, social communication, managing finances, completing household tasks, and shopping [34] . Symptoms including cognitive impairment, depression, bradykinesia and variability in force production, and difficulty with fine manipulation [3, [35] [36] [37] . Gait changes including reduction in speed and stride length may also be noted [35] (see Table 15 .1). Close to the time of disease onset, the team involved in care might include a neurologist, genetic counselor, social worker, or psychologist. Timely, accurate, and individualized information needs to be provided about HD around the time of diagnosis, with care to ensure that not too much information is given, which has been found to be stressful for people with HD [27] . Goals of intervention in the prodromal stage may include establishing a healthy lifestyle through diet and exercise.
The understanding of the efficacy of exercise, either to prevent or delay disease progression or as a tool for rehabilitation in HD, is currently limited. Recently there has been some evidence from mice models that exercise, within an "enriched" environment, may prevent the loss of cerebral volume and delay the onset of HD [38] [39] [40] . Collectively the studies used transgenic mice, bred to develop the features of human HD, randomly allocated into two groups: one group were provided in their home cage objects to "enrich" the environment (such as cardboard boxes, open wooden boxes, cylindrical tunnels, and other non-toxic plastic objects); whilst the control group were housed in home cages with only wood shaving for bedding. Results showed that in all studies the mice exposed to an enriched environment demonstrated a delay in the onset of HD symptoms compared to the control mice.
These findings have been cited as evidence to support the use of exercise and cognitive challenges, either as a preventative measure, or as a rehabilitation strategy to impede disease progression. As with any research involving animal models, translating the findings to humans should be viewed with caution. Kosinski et al. [41] presented a case study of a 38-year-old person with HD who trained seriously as a marathon runner from the years of 1989 to 1997, with an average completion time of 2 hours and 40 minutes (competitive semi-professional running standard). In 1998, the patient started to experience severe muscle fatigue and pain after running, with completion times gradually declining to around 3 hours and 20 minutes. The patient was initially diagnosed with mild myopathy and mitochondrial pathology, but was also diagnosed with HD in 2004. Although the study presented by Kosinski et al. [41] focused on myopathy as a presenting early symptom of HD, in a review of the original case Altschuler [42] suggested that exercise did not appear to delay the development of HD in this patient whose disease onset was 20 years earlier than the median age at onset. Moreover, although Altschuler [42] suggests that exercise may be the most transferable factor from the mice studies to humans, the environment provided to stimulate the mice may not be applicable for humans. In other words, the studies showing positive signs in mice may be too simplistic for the environment humans currently live in.
Although clear evidence is lacking for the prescription of exercise for people with HD, there is still a possibility that exercise may delay the onset and/or progression of HD [42] . It may be via an optimal amount of exercise (rather than extreme in the case of the marathon runner). As suggested by Bilney et al. [18] and Busse and Rosser [14] there is a small amount of evidence demonstrating that exercise may be helpful for range of movement and balance decrements for people with HD. For example, Quinn and Rao [33] presented a case study showing that after 14 weeks of a home exercise program involving movement to music, and functional and balance activities, the patient's SF-36, Berg Balance Scale, and Unified Huntington's Disease Rating Scale (UHDRS) showed noticeable improvements.
Early stages of HD
The presentation of involuntary movement disorders may signal disease onset together with depression, sadness, difficulty to get along with people, lack of motivation, and fatigue [43] . There may be progression of cognitive deficits including impairment of memory, planning, problem solving, organizing, new learning, and attention. Subtle language and comprehension disorders may also be present [4] . Movement disorders may include the onset of mild postural instability [44] , increased bradykinesia of gait, and reduction in quality of hand writing due to chorea, bradykinesia, difficulties with movement sequencing, and variability in grip force [45] . Rehabilitation-team goals include: completion of speech and language, occupational therapy, and physiotherapy assessments with the purpose of determining baseline function; early intervention to maintain participation in work, driving, and social activities; and development of relationships between the team, the patient, and their family [23] . Strategies may need to be put in place to provide psychological support for the person with HD and their family, and individualized education may also be required.
Initial speech-pathology assessment may include evaluation of communication initiative, intelligibility, word-finding ability, and verbal fluency. Deficits of comprehension of complex discourse may also be present in early disease and may be assessed so that strategies can be put in place to improve communication, including education of family members on how to be supportive communication partners [46] .
Occupational therapy assessment of functional tasks including work, driving, leisure, domestic, and personal activities of daily living could include evaluation of how the movement disorders in combination with cognitive disorders, reduced motivation, and fatigue may affect function. Assessment of work capacity and the development of strategies to assist in maintaining work capacity or negotiation to modify work tasks may assist in prolonging paid employment. An off-and on-road driving assessment may be required to determine the person's capacity to drive and to make recommendations for retraining or restrictions to driving conditions [47] . An early home visit may also be required to provide advice on environmental adaptations or equipment that may improve safety or increase independence in the home. A home visit may also provide an opportunity to identify activities that are important to the person with HD that could be improved through task-specific practice.
Physiotherapy intervention may include support for maintenance of an independent exercise program and intervention to reduce falls risk and improve postural stability.
A previous systematic review [18] suggests exercise rehabilitation for people with HD is usually directed at symptomatic management of the primary movement disorders and prevention of secondary impairments related to the primary movement disorder and immobility. In particular, the efficacy of exercise therapy to improve cardiovascular fitness, muscle strength, and flexibility has been tested [48, 49] . Studies include the evaluation of mat exercises [30, 48] , seated strengthening exercises [50] , strengthening and cardiovascular exercises [51], and hydrotherapy [52] . However, the levels of evidence for studies included in this review were classified between levels IV (observational studies), V (non-experimental studies), VI (expert opinion); thereby demonstrating the published evidence was not strong [18, 50] .
Recurrent falls can be a significant problem for people with HD and may occur in the early and middle stages of HD [53, 54] . Retrospective reporting of the annual incidence of recurrent falls (two or more) in the early and middle stages of HD is around 58.3-60% [54, 55] or 36% over a six-month period [56] . The ability of people with HD to accurately report their fall frequency and injuries associated with falls decreases with decline in cognitive status [53] and therefore prospective studies and care-giver reporting are likely to provide a more accurate picture of falls frequency. Unfortunately there is limited prospective reporting of falls in the literature; however, one study reported that 40% of 45 participants fell once and 20% fell twice over a three-month period [54] .
The cause of falls in people with HD is most likely to be multi-factorial and a large number of impairments that could contribute to postural instability have been identified in the literature. These include problems with correct sequencing of postural responses, delays in initiation and prolonged anticipatory responses [44, 57, 58] , deficits in adapting the postural response to changing task demands or environment including response to chorea, increased postural sway [54] , altered musculoskeletal alignment which may be associated with chorea and dystonia, disorders of sensory information integration including dependence on proprioceptive cues more that visual cues [44] , impaired cognitive function [53, 54] , reduced ability to maintain postural stability during dual tasks [54] , lower-limb muscle weakness [59] , reduced activity [55] , and behavioral disturbances [54] . The side effects of some medications and environmental hazards may also contribute to the high incidence of falls.
Given the large number of impairments that could be contributing to postural instability in people with HD, a comprehensive assessment of balance and falls may be required so that interventions can be targeted to address the primary impairment(s). Interventions could include using an attentional strategy to prepare anticipatory responses prior to commencing a task and to identify potential threats to stability, and retraining the stepping strategy to improve magnitude and timing of the step response to perturbation. Lower-limb muscle strengthening, task-specific balance retraining [23] , environmental modification to reduce risk of falls, and medication review may also be effective in improving instability and reducing falls. As suggested, further studies with improved research designs and larger sample sizes are required to ascertain the effectiveness of exercise therapy for people with HD. Moreover, it is likely that effective therapy for HD is likely to be multifaceted, combining exercise with cognitive therapies.
Mid stages of HD
As the disease progresses people with HD may find it difficult to continue with full-time employment due to problems with memory, slowed processing, impaired comprehension, inflexibility of thought, and fatigue. Driving may no longer be possible due to slowed reaction time, difficulty maintaining attention, and slowed processing. The person with HD may find it increasingly difficult to manage household tasks due to postural instability and bradykinesia. Community access for shopping and leisure may also become more difficult due to reduced gait speed and postural instability.
The gait disorder in HD includes reduction in speed due to decreased step length and cadence, increased base of support, and increased variability of step length, swing and double-limb support time [35, 51, 60] . Kinematic changes include reduction in the hip and knee angle excursions in the sagittal plane, increased lateral sway, and reduced arm swing [58] . People with HD may have difficulty turning, deterioration of gait during dual tasks [61] , and delays in gait initiation (akinesia) [58] . Progressive gait deterioration may result in loss of independence in walking, which is a predictive factor for admission to residential care.
Gait retraining strategies could include training people with HD to use attentional strategies to reduce akinesia, improve postural stability during mobility, and reduce the frequency of falls [61] . Training people with HD to effectively allocate their attention between two tasks when walking may also be effective. If retraining for flexibility in allocation of attention is not possible, particularly as the cognitive deficit progresses, teaching people to compensate by avoiding dual tasks may be a more effective approach. Several studies have examined whether external auditory cues can be used to modulate walking by bypassing the defective basal ganglia [51, 62, 63] . Unlike people with Parkinson's disease, people with HD have difficulty synchronizing their stepping to a cue [51] , and there is inconsistency in the literature as to whether the cues result in short-term improvements in cadence, step, and stride length [51, 62, 63] . Delval et al. [62] suggests that external cues may not be of assistance because of the attentional deficits characteristic of HD. The prescription of gait aids may not be useful for people with HD because of the difficulty with allocating attention to a dual task and difficulty controlling the gait aid if chorea is severe [23] . Similarly, few people with HD are able to use an electric wheelchair or motorized scooter safely because of difficulty with attention, fine motor control, and bradykinesia [23] .
Late stages of HD
The late stages of HD may be characterized by the progression of cognitive impairments resulting in dementia, dysphagia, hypokinesia, and incontinence. Communication may become more difficult due to the progression of dysarthria and dementia. Secondary complications may include muscle contracture, pain, and skin breakdowns due to abnormal positioning associated with dystonia and rigidity, and aspiration pneumonia and weight-loss associated with dysphagia. The focus of intervention in this phase may move from a restorative to a preventative, compensatory, or palliative approach. The physiotherapist, nurse, occupational therapist, speech pathologist, and dietician may continue to work together to attain positioning that promotes safe swallowing, prevents secondary impairments of muscle contracture and skin breakdown, and encourages communication. Specialized seating, wheelchairs, and hoists for transfers may need to be prescribed in the late stages of the disease. Care-givers are often trained to provide passive joint range of motion and muscle-stretching exercises to maintain range of motion; however, the efficacy of this treatment for people with HD is not known. Airwayclearance techniques such as deep breathing, postural positioning, and supported coughing are often used and can be taught to the family and other staff who may be caring for the person with HD.
In the late stages of the disease, care-givers may find that they cannot provide the required care at home and residential care may be required. Predictors for requiring institutional care include reduced capacity to complete activities of daily living and poor motor function [64] . There are few specialized residential care facilities for people with HD [27] and in some cases there may be a reluctance to accept people with HD, which may be due to a limited understanding of the disease and a perception that the care requirements are very high due to the cognitive, emotional, and movement disorders [65] . As the person with HD transitions to supported care, the rehabilitation team may be involved in educating the residential care team and in providing ongoing advice and assistance for the patient, family, and professional team.
Conclusion
Although the specific goals of rehabilitation for individuals with HD will vary, they may include enhancing quality of life by maintaining independence, reducing the risk of injury through falls, and by prevention of secondary complications related to the movement disorder. Rehabilitation goals may be achieved through the specific practice of tasks such as activities of daily living and walking, exercises to maintain strength, range of movement, and cardiovascular fitness, practice of cognitive tasks or the implementation of compensatory strategies to enhance cognitive function, and modification of the environment to maintain independence or reduce risk of falls. Despite a lack of clear evidence for the prescription of exercise, observational and case-study data reveals that rehabilitation involving functional tasks, balance and posture, and breathing exercises may delay the progression of HD. There is emerging evidence that multidisciplinary and intensive rehabilitation programs may have some short-term benefits for people with HD in the physical, cognitive, and emotional domains; however, the effectiveness of individual therapies within comprehensive rehabilitation programs is not yet known. Further research is required to ascertain the benefit of cognitive, occupational, and exercise therapy for people with HD. Although there is currently insufficient evidence on the efficacy of different models of rehabilitation, it is possible that therapy based upon a family-centered approach may reduce the stress sometimes experienced by the primary care-givers of a person with HD. Until there are significant advances in the capacity to delay the onset or reduce the severity of the disease, therapy provided by a knowledgeable and multidisciplinary team may be best placed to provide a coordinated and responsive therapy approach to meet the needs of the person with HD and their family throughout the disease continuum.
